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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 08358-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {%3) BATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATICIN NUMBER: COMPLETED
A BULDING 01 . MAIN BINILDING 04
445343 B. Wing 08/27/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
201 EAST 10TH STREET
BRIDGE AT SQOUTH PITTSBURG, THE SOUTH PITTSBURG, TN 37380
{%4) 1D SUMMARY STATEMENT OF DEFIGIENCIES ' D i PROVIDER'S PLAN OF CORRECTION (%5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {(EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) VOTAG CROSS-REFERENCED TO THE APPROPRIATE DATE
| DEFICIENGY) |
I
KO898 FINAL OBSERVATIONS K999
Based an observation, testing, and records i
review, it was determined the facility had no life
safety deficiencies. : |
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Any deficiency statement ending with an asterisk ('} denotes a deficiency which the institutlon may be excused from carrecting providing it is determinad that
other safaguards provide sufficlent protection to the patienis. (Sag Inatructinns.) Except for nursing hamas, the findings stated abova are disclosable 90 days
fallowing the date of survey whather or not a plan of comection is provided. For nursing hamas, the above findings and plans of comection are disclosabla 14
daye following th:i date these documents are made avaitabla to the facillty. If deficlancies are cited, an approvad plan of correction I requisita ta continued
pregram paricipation,
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